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it was first necessary to isolate and concentrate it, which he accomplished by 
the AbSles-Ludwig lead method. Fourteen cases were thoroughly examined, 
and though all of them contained a substance resembling phenylglucosazon, 
and gave a positive reaction with Trommels test, only four responded to the 
fermentation test and with the polariscope deviated light to the right. ' He 
concludes, therefore, that phenylhydracin is not a reliable test for sugar 
and can give positive results with normal urine, and that fermentation and 
polarized light are the only accurate means at our disposal. 


Twenty-three Cases of Tyrotoxicon Poisoning. 

D. M. Cammann (New York Medical Journal, November 23, 1889, 573) 
reports the cases of twenty-three children in a large institution, who w'ithin 
five days were taken sick with headache, nausea, vomiting, diarrhffia, and 
fever; these symptoms being more or less severe and lasting two or three 
days. All of the patients recovered. 

The syBtem of drainage and water-supply of the institution was of the 
most perfect description. The dietary was of the simplest kind, and was 
nearly the same as had been used for the last twenty-five years. During that 
period the institution had been remarkably free from gastro-intestinal dis¬ 
eases. The interval between the beginning of the attack and the time at 
which food had been taken varied greatly in different cases. After a careful 
investigation no other cause for the trouble except the milk could be found ; 
and although the Board of Health, to whom specimens of it were referred, 
found no tyrotoxicon in it at this time, they had previously had trouble with 
the Bame milkman, and thirty-Bix cases of poisoning had been reported in 
persons receiving milk from his farm. 

The author considers that his cases may fairly be considered instances ot 
tyrotoxicon poisoning, and closes his paper with some general discussion ot 
the subject. 
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The Surgery of the Liver. 

Mr. Lawson Tatt reviews (Edinburgh Medical Journal, October and 
November, 1889) his experience in hepatic Burgery, giving his cases in tabu¬ 
lated form, and in some instances with much detail. He has performed the 
operation of cholecystotomy fifty-five times, and fifty-two of the patients 
recovered. One old woman died of suffocative catarrh some weeks after the 
wound was healed, and two others died of the cancer of the liver, which was, 
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in all-probability, the cause of the distended gall-bladder in one of them, for 
no gall-stones were found which could be removed. In the second the death 
of the patient, four, months after the operation, revealed extensive cancer 
with suppuration of the liver. He obtained very great relief from the open¬ 
ing of a suppurating gall-bladder, and the removal of a large quantity of 
gall-stones. As a matter of fact, in not a single instance did the patient die 
from the operation. The remainder of these cases are in perfect health, and 
as well as they ever have been, with one exception. 

As to operations upon the gall-bladder, Mr. Tait calls attention to the fol¬ 
lowing circumstances: The gall-bladder is an organ subject to periodic filling 
and emptying, the latter process being accomplished by contraction of the 
muscular walls of the organ, and this contraction is far more powerful than 
is generally believed. The gall-bladder also secretes a quantity of clear 
albuminous fluid from its mucous surface, and this fluid contains some kind 
of fermentative principle. It is this fluid which distends the gall-bladder 
in cases of impacted calculus—may distend it, in fact, to an enormous size. 
If, however, the duct happen to be occupied by a calculus at the time of 
operation, the wound at the base of the gall-bladder would not remain closed, 
but would speedily be torn open; and it is a matter of extreme difficulty—in 
fact, it is a matter of absolute impossibility—td be perfectly certain during 
the operation of cholecystotomy that all the stones are removed from the 
duct. The canal may have been distended by the passage of a calculus urged 
forward by the pressure of the secretion of mucus from the walls of the gall¬ 
bladder. So long as the stone is in the cystic duct, the contents of the dis¬ 
tended gall-bladder consist entirely of this clear mucus. After the stone has 
passed the mouth of the liver duct the bile flows into the gall-bladder, its 
passage into the duodenum is prevented, it is reabsorbed into the system, and 
jaundice is produced. It is the only condition in which jaundice is possible 
from the pasaago of a gall-stone, but, as the common duct is wide and easily 
dilated, these attacks of jaundice are very evanescent, or are rarely seen. 
So short a time, in fact, is required by the passage of a gall-stone from the 
common duct, that in the great majority of instances it is perfectly certain 
jaundice never appears; but suppose that the operation was performed whilst 
the stone was in the duct, the bile would at once tear the incision open and 
pass wholly into the peritoneal cavity. 

The cystic duct in its normal state is of much smaller diameter than the 
common duct, and more difficult to distend, and the agonizing pain of a 
passing gall-stone seems to be limited, in a great measure, to this part of its 
journey. Langenbuch’s proposal to remove the gall-bladder may be regarded 
as intrinsically absurd, for there can be no reason for removing any organ 
merely because it has some calculi in it. 

Continuing, Mr. Tait digresses to make the following interesting remarks: 

“ I have had more than one occasion to draw attention to the astonishing 
disappearance of tumors, often of large size, after a mere exploratory incision. 
The absolute silence with which these statements have been received is very 
remarkable, and is capable of explanation, either by the fact that my papers 
have not been much read, or that the statements I have made on this subject 
have been received with a silent incredulity. They are true enough, though, 
for all that; and, by-the-by, the experience of others will substantiate them. 
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The cases in which I have seen tumors disappear in this way have mainly 
been cases of diseases of the liver, spleen, and head of the pancreas. I have 
seen others, where the exact site of origin of the growth could not be accu¬ 
rately ascertained, disappear equally; and I have also seen at least one case 
of uterine myoma go away altogether after a simple exploratory incision. 

“The cases are far too numerous, and the results indicate sequence far too 
clearly, for us to dismiss the phenomena as a mere coincidence; nor can we 
accept the explanation of subsequent medical treatment as having brought 
about this much-desired ending. I am satisfied that the mere opening of the 
peritoneal cavity has a direct influence in setting up the process of absorption 
of the tumor, and my conviction in this direction has increased my confidence 
in the principle of exploration. That some emphatic physiological change 
is at once set up by opening the peritoneal cavity is clearly indicated by the 
uniform onset of a most distressing thirst, which lasts for days, and is not 
seen so markedly after any other operation known to me. Let the incision 
in the abdominal wall be made down to the peritoneum, but let the serous 
cavity remain unopened, and this thirst !b not marked. But let the peri¬ 
toneum be opened but a finger’s breadth, and the result is marked. That a 
therapeutic change is effected in the peritoneum itself by the mere opening 
of the cavity is now universally recognized in the treatment of what we call 
tubercular peritonitis by abdominal section. I have now had a large expe¬ 
rience on this point, and can say positively, that we can cure permanently 
and speedily cases that have gone even as far as suppuration, by opening and 
cleansing. But in the bad cases in all probability the cleansing is never 
complete, no matter how much time and care are Bpent on it. And, in the 
non-purulent cases, I very often do no cleansing at all, but merely empty out 
the serum and put in a drainage-pipe. Yet the great majority of these cases 
are cured by these simplo means. . . . Four times in my life I have 
opened the abdomen for the purpose of removing enlarged spleens, and in 
every one of the instances I have been deterred from proceeding with the 
operation by reason of the hopelessness of the outlook for the patient. 
Strange to say, in three of the four patients the tumor has disappeared, and 
they are now to my knowledge—or were, at least, quite a short time since—in 
perfect health; the fourth succumbed to the exploratory incision.” 

Renal Surgery. 

In opening the discussion on this subject at the last meeting of the British 
Medical Association, Mr. Henry Morris (The British Medical Journal, 
November 16,1889) discussed at length the following points: 1. The various 
ways in which renal calculi are imbedded in the kidney require special pre¬ 
cautions whilst operating. 2. Tubercle of the kidney, as well as suppurating 
foci due to other causes, may give rise to the same tactile impressions as small 
calculi. 3. Tubercular disease of the prostate is a source of fallacy in diag¬ 
nosing renal calculi. 4. Nephrectomy is of very doubtful value in advanced 
tubercular renal disease. 5. Lumbar nephrectomy is the proper treatment 
for advanced hydronephrosis, and for large collections of fluid behind the 
peritoneum, the result of lacerated kidney. In these cases nephrectomy, 
without previous incision and drainage, should be more frequently resorted 
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to than has been the practice hitherto. 6. Nephrorrhaphy for movable 
kidney is of great service. . 7. The changes which the perinephritic tissues 
undergo under long-continued irritation sometimes render the search for the 
kidney very tedious and difficult, and, may be, even ineffectual. 

In view of the fact that the statistics of secondary nephrectomies—t. <?., 
nephrectomies following nephrotomy and drainage—have been so favorable, 
the following remarks of Mr. Morris are of special interest: 

If the kidney has been the subject of a former operation, if it has atro¬ 
phied from any cause, or if it has long been the seat of a calculus, the peri- 
nephritic tissue is prone to become so altered in structure, so inseparably 
adherent to the kidney, that it may be.very difficult, and even impossible, to 
make out the kidney at all. I have met with the same difficulty in once 
attempting nephrectomy two years after having incised and drained a trau¬ 
matic urinary cyst. In this case the kidney was so encased by the altered 
perinephritic tissue that the organ could not be made out at all, and the 
operation had to be abandoned. 

Mr. Bennett May differentiates varieties of cases depending on the way 
the stone is imbedded in the kidney, and finds that the distinction extends 
to differences in the nature and kind of stone, the symptoms and clinical 
history of the case, and the prognosis after operation. Fully half his cases 
have had the stone fixed in the parenchyma of the kidney. These stones 
were mostly of slow growth, of oxalate of lime, circular or pyramidal in 
shape, not branched, and occurred in young males. The kidney itself remained 
apparently healthy, even in a late stage of the disease. The prominent 
symptoms in these cases was the pain; the diagnostic test on which he places 
most reliance is the pain on deep local pressure over a small area below the 
last rib. There may be small microscopic traces of blood, or blood in con¬ 
siderable amount after exercise; but pus is commonly absent, or present 
only in small amount. These stones are difficult to find, but give the most 
perfect results if removed. 

Mr. Lawson Tait reports 74 operations, including 22 nephrectomies. 
After detailing these, and denouncing “the so-called nephrorrhaphy’’ as 
useless and nonsensical, he continues: 

Much has been written on the best method of reaching the kidney, either 
for merely opening it or for its removal, and variously named “ lines ” of inci¬ 
sion have been argued for by those who have had least opportunity of making 
use of them. The real fact is that the kidney is best reached by the most 
likely looking road, and, in this respect, different patients exhibit great 
variety of condition. Whether the peritoneum be opened or not makes not 
a scrap of difference to the mortality, and makes very little difference to the 
technique of the operation. If the tumor is of a suspicious nature, and 
nephrectomy be determined upon, the capsule should be removed, though 
the disease will recur in 50 per cent, of the cases of solid tumor whether 
this be done or not. If the kidney is merely the seat of inflammatory de¬ 
struction, the capsule may be left. Uncertainty of diagnosis in the kidney 
seems to prevail to about the same extent (10 per cent) as elsewhere in the 
abdomen. He has made exploratory incisions, hoping to find ovarian tumors, 
and has found huge soft cancers of the kidney. Once he diagnosed a hydatid 
tumor of the liver, and found a huge soft sarcoma of the right kidney. 
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The Surgical Treatment of Typhlitis. 

In a most admirable paper on this subject, Mr. FREDERICK Treves (The 
British Medical Journal, November 9,1889) advanced the following proposi¬ 
tions : 1. There is no evidence to show that primary inflammation of the 
walls of the caecum, independent of catarrh or ulceration of the mucous 
membrane, exists. 2. Inasmuch as both the caecum and the appendix are 
entirely covered by serous membrane, a perforation in either of these organs 
cannot lead to suppuration of the connective tissue of the iliac fossa. Primary 
inflammation of this connective tissue may safely be said to be unknown. 
3. Catarrh of the caecum occurs in connection with a more general colitis, 
but the symptoms produced are those of colitis, and not of typhlitis. 
Catarrh of the crecum, even when of an acute kind, does not appear to pro¬ 
duce the symptoms of typhlitis. 4. Ulceration of the cmcum is common. 
The most usual form of ulcer is that known as the stercoral, and is due to 
the impaction of feces in the part. Other forms of ulceration are associated 
with tuberculosis, with dysentery and typhoid fever, with the impaction of 
foreign bodies, and possibly with syphilis. (Cancer of the bowel is not con¬ 
sidered.) An ulcer of the cacum, bo long as it remains limited to the mucotis 
membrane, may cause no symptoms, and will in any case not produce the 
symptoms of typhlitis. When such an ulcer has spread to the outer walls of 
the caput coli a peritonitis ensues, and the typical phenomena of typhlitis of 
some grade are usually produced. Any ulcer of the caecum may lead to 
perforation. In connection with the stercoral ulcer the perforation appears 
late, and follows upon the symptoms of prolonged fecal obstruction. A large 
number of cases o'f fatal fecal accumulation terminate by perforation or 
rupture of the ctecum, but in such instances the preceding symptoms have 
not been those of typhlitis. 5. Perforation of the cacum as (what may be 
termed) a primary condition is very rare. G. Abscesses resulting from 
mischief in the cacum or appendix are primarily intra-peritoneal, and are 
encysted forms of suppurative peritonitis—inasmuch as the cacum and 
vermiform process are normally entirely surrounded by serous membrane, 
and inflammation extending from them must first implicate the peritoneum. 
7. The milder varieties of typhlitis are usually due to a peritonitis over the 
caecum which has been set up by the spreading in depth of a stercoral ulcer. 
The severer forms, and notably those which induce suppuration, usually 
depend upon troubles in the appendix such as may be due to a foreign body, 
a fecal concretion, the twisting or strangulation of the process, and the 
like. 8. With regard to the specific troubles in the appendix which cause 
typhlitis, the cases collected by Fitz, Bull, and others, show that a fecal con¬ 
cretion may be expected to exist in nearly one-half of the cases, and a 
foreign body in nearly one-eighth. 

Mr. Treves further continues: For the purpose of discussing the treatment 
of the disease, typhlitis may be divided into three classes: 

1. The mild form of the trouble. This, as hospital records show, is the 
commoner variety of typhlitis, is a form which usually ends in resolution, 
and is amenable to simple medical measures. It would appear to be usually 
that variety which depends upon fecal accumulation in the cacum, or, at 
least, upon the lodgement of some irritating matter in the bowel. Stercoral 
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ulcers result, lead in due course to some peritonitis in the serous membrane 
about the caput coli, and the phenomena of typhlitis are present. The 
patients are usually the subjects of constipation and have passed scybala; or 
they may be suffering from the diarrhcea induced by the presence of scybala 
(colitis). The pain appears suddenly, but is, on the whole, leas severe than 
in the graver form. 

There is seldom any rigor, the fever is not so high, the vomiting not so 
marked, and the pain is less apt to radiate to distant parts, for example, to 
the thighs or testis. The tenderness is perhaps less pronounced; the tumor 
appears earlier—possibly from the first—it is comparatively large, is apt to 
be doughy, and to feel less fixed; it cannot so readily be made out through 
the rectum. 

Bladder troubles are usually absent. The inflammatory symptoms gradu¬ 
ally subside, and the attack passes off—so far as its acute symptoms are con¬ 
cerned—in from three to seven days. 

2. The severer form of typhlitis leads to suppuration, and nearly always 
depends upon some trouble commencing in the appendix. The sex and the 
age of those who are most usually the subjects of this malady have been' 
alluded to. The symptoms, generally speaking, are more severe and pro¬ 
gress more rapidly. There is often an initial chill or rigor. The condition 
cannot usually be associated with any preceding constipation or digestive 
disturbance. 

As a matter of fact, the state of constipation does not favor the lodgement 
of foreign bodies in diverticula of the bowel. There is in not a few of the 
cases a history of cold, or possibly of injury. 

The pain is severe, the vomiting marked, the tenderness and other signs of 
peritonitis pronounced. The fever is usually high. 

The tumor is Blower to appear; can often be made out through the rectum, 
and, when felt, is demonstrated to be fixed. The pain is apt to radiate, to 
spread to the testis, thigh, or perineum, and to be associated with tenesmus 
and disturbances of micturition. 

Pain upon moving the right thigh is often marked. The local swelling or 
the area of dulness takes on the phenomena attending suppuration, and, at a 
varying period from the commencement of the trouble, evidences of pus are 
distinctly present. The symptoms just detailed are subject, of necessity, to 
great variation. 

3. Under the last variety are included the cases of relapsing typhlitis. This 
usually depends upon some trouble in the appendix, which falls short of 
producing suppuration. 

As to treatment, Mr. Treves make the following recommendations: 

1. Cases that may be considered to belong to the first described variety of 
typhlitis, the mildest form, do well under the recognized medical treatment. 
The patient is kept absolutely at rest, opium is cautiously administered, the 
least possible amount of fluid food i3 given, leeches are applied to the skin 
over the right iliac region, or some rubefacient fomentation is made to cover 
the abdomen. 

At an early period the colon is evacuated by enemata, and for a consider¬ 
able time the diet is restricted to the simplest and most easily digested 
elements. 
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2. In the treatment of that variety of typhlitis in which suppuration is 
expected to occur or to have occurred, surgical measures stand preeminent, 
and in their application a careful judgment must be exercised. It is to be 
assumed that in every instance rest will be insisted upon, opium given, the 
colon cleared by an enema, and the diet reduced to starvation limits. Opium 
should be given in the smallest efficient doses. If recklessly administered it 
is apt to mask the symptoms to an undesirable degree. 

It may be anticipated that an incision will have to be made to meet the 
simple surgical principle, ubi pus, ibi evacua, and in connection with this 
incision three points have to be considered: a, the time at which the incision 
should be made; b, the preliminary use of the exploring needle; and c, the 
Bite of the incision. 

a. In connection with the first point, it may be said that the use of the 
knife will very rarely be called for before the fifth day. Indeed, I venture to 
think that surgical interference before the fifth day should not be taken 
except in the presence of very emphatic symptoms. The great majority of 
the operations for typhlitis are performed after the first week. b. The ex¬ 
ploring needle has been extensively employed by American surgeons, but, in 
spite of their advocacy, I think that its use is to be strongly condemned, 
c. The best situation for the incision cannot be settled in an arbitrary man¬ 
ner. It Bhould be placed over that part of the inflamed area which appears to 
cover the seat of suppuration. This can be usually fairly well made out dur¬ 
ing an examination under ether, provided that such examination include a 
digital exploration through the rectum. It is desirable that the pus should 
be reached by the shortest route, and allowed to escape in the most direct 
manner. The most convenient incision is one made obliquely from above 
downward and inward just external to the deep epigastric artery, ending a 
little above and to the outer side of the middle of Poupart’s ligament, and 
following the general inclination of the wound made for securing the iliac 
vessels. 

3. In relapsing typhlitis operation for removal of the appendix promises 
excellent results, if performed during the interval between the attacks. 

The Treatment of Hernia. 

Dr. Joseph D. Bryant advances {The Medical Record, November 9,1889) 
the following propositions in regard to the value of the mechanical treatment 
of hernia: 1. No form of truss yet constructed can be relied upon to cure 
any variety of simply reducible hernia. 2. The manner of the production ot 
hernia, and that of its so-called cure by mechanical appliances, are such that 
cure by mechanical appliances, alone, need not be expected now, or here¬ 
after. 3. Practical relief from the annoyance of a hernial protrusion may 
be had by the use of hernial appliances, which, however, ought always to be 
worn during all unusual physical efforts. 4. The so-called cures from hernial 
appliances are dependent on the restoration of displaced tissues to the normal 
position, and to obliteration due to natural resiliency of tissues; not, as is 
often claimed, to the inflammatory adhesions of serous surfaces, caused by 
special mechanical effects. 5. The hard, slightly convex pad, with the elastic 
steel spring attached, constitutes the principal part of the most philosophical, 
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comfortable, cleanly, and durable of hernial appliances. 6. Suspension, ele¬ 
vation, and protection of irreducible hernial protrusions, are the main indi¬ 
cations for this mechanical treatment. 

As regards the use of taxis, Dr. Bryant believes: 1. That the abuse (not the 
use) of taxis constitutes an evil against which all surgeons should protest 2. 
That a quarter of an hour of well-directed and continuously applied taxis is 
a rational procedure; longer than this is unnecessary, and therefore unwise 
and harmful. 3. That repeated attempts at reduction, on the part of different 
persons, is pernicious. 4. That the present status of operative surgery has 
reduced the successful employment of taxis to the position of rendering but 
little practical benefit to the patient except in special cases. 

The propriety of performing the operation for the radical cure in all cases 
of herniotomy is insisted upon. 

He concludes with the following statement as to the procedures to be adopted 
in cases of intestinal mortification: 1. When gangrene of the intestine has 
taken place, and the condition of the patient will permit, intestinal repair 
should be practised at once, and the gut returned to the abdominal cavity. 
2. When gangrene has occurred, presumptively involving a portion of the 
upper two-thirds of the intestine, intestinal repair should be practised at 
once, and the gut returned to the abdominal cavity, even if the immediate 
result of the operation be somewhat doubtful. 3. When gangrene has oc¬ 
curred, and the condition of the patient will not permit immediate operation, 
a temporary artificial anus should be formed. 4. It is better to form an arti¬ 
ficial anus, under all circumstances, when the medical attendants are not 
familiar with the details of intestinal surgery. 5. Division of the constric¬ 
tion is not always necessary, and is often unwise when the formation of an 
artificial anus is contemplated. 

Inguinal Cystocele. 

3IM. Monod and Delageniere (Revue dc Chirurgie , September 10,1889) 
express, as follows, their views as to the pathogeny of inguinal cystocele: 

(1) The bladder, having become more or less incompetent, is more or less 
permanently dilated, and thereby has relations with the abdominal wall 
which favor its hernia. 

(2) When this hernia shows itself, the bladder always presents by its ante¬ 
rior wall covered with fat 

(3) The hernial tumor is at first a lipocele; the hernia of the bladder which 
follows it is prepared and facilitated by the fatty hernia. 

(4) The inguinal cystocele being, in the beginning, formed by a portion ot 
bladder not covered by the peritoneum, is in the first phases of its evolution 
void of sac. 

(5) In proportion as the most elevated parts of the bladder engage in the 
ring, the peritoneum which covers them accompanies them in their move¬ 
ment of descent, and it forms a sac—at first a lateral sac, then almost complete. 

(6) This sac may be found empty, or the reverse, and it behaves like an 
ordinary hernial sac. 

(7) An old cystocele may be without a sac when, for any reason, the peri¬ 
vesical peritoneum does not descend with the bladder. 
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Pneumaturia. 

Prof. Friedrich Muller, of Bonn ( Berliner klinische Wockenachrift , Oc¬ 
tober 14,1889), considers the accumulation of gas in the bladder and its 
passage through the urethra to be a rare condition usually depending upon a 
vesico-intestinal communication. He records a case in which carcinoma of 
the rectum was followed by the escape of intestinal gas per urcthram, In 
other cases, however, he has demonstrated that the gas originated in a fermen¬ 
tative process in the urine itself. This has been the condition in most of the 
reported cases. Microorganisms have, probably, in every case, been intro¬ 
duced upon instruments. A Blight degree of glycosuria existed in all his 
cases. The condition has not yet been observed in the female. It is not 
dangerous, and does not, of itself, require special treatment. 

Extirpation of the Bladder and Total Excision of the Vesical 
Mucous Membrane. 

Brohl communicates ( Wiener med. Prate, Nos. 27 and 28,1889) four cases 
in which Bardenheuer for the first time undertook the extirpation of the 
entire bladder in the living human subject They are briefly as follows: 1. 
A man, fifty-seven years of age, had a swelling occupying the whole fundus 
of the bladder and extending more to the right than to the left side. The 
bladder was removed. For ten days the wound looked well, and was rapidly 
granulating, but death from unemia occurred on the fourteenth day. 2. A 
girl, seven years of age, had primary vesical tuberculosis. The whole mucous 
membrane of the bladder was excised. Healing was complete. She lived 
one and a half years, and died of a return of the disease in the peritoneum. 
3. A man, sixty-four years of age, was found to have infiltration of the vesical 
mucous membrane, with little grayish-white nodules of pin-bead size, and a 
large papillomatous swelling of the posterior wall of the bladder. The entire 
mucous surface and all that portion of the wall of the bladder containing the 
tumor, was removed. There were several complications, but he recovered 
with a urinary fistula. 4. A man, thirty years of age, had little tumors of 
the size of cherries studding his bladder wall, which had undergone cicatricial 
change in the vicinity of the ureters. Total excision of the mucous mem¬ 
brane was performed. Complete healing followed. 


Operations for the Relief of Pressuee Paralysis in 
Spinal Caries. 

Drs.W.N. Bullard and H. C. Burrell report ( The Botlon Medical and 
Surgical Journal of October 24,1889) a case of resection of the spines and 
lominm of the third, fourth, fifth, and sixth dorsal vertebra in a case of spinal 
caries in a man forty-six years of age. The patient was completely para¬ 
plegic, suffering greatly, and having large bed-sores and marked cystitis. The 
operation lasted one and three quarters hours. Death occurred in thirty-six 
hours from shock. The authors briefly review the subject, concluding that 
operation is undesirable, except where spontaneous recovery has become 
otherwise well-nigh hopeless. They add: 
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We have thus far been able to collect only eleven published cases in which 
an operation for the removal of compression has been performed upon the 
spinal cord, omitting Abbe’s case, which, though counted by White, seems 
doubtful. (These are: Macewen, five; Horsley, Duncan, Lane, Dercum and 
White, Wright, Thompson, each one.) To these we add our own case, making 
twelve in all. 

Three cases (Macewen’B) were successful, four were very much benefited, 
and some of these, notably Duncan’s, Bhould probably be classed as successful. 
One (Wright’s) had recurrence of the former symptoms in two months. 
Four died, one in thirty hours, one in thirty-six hours, one in a week, and 
one in a few months; the two latter of general tuberculosis. Of these, the 
age is given in only seven. Five were children under fourteen years of age. 
Two were adult males. Of the children, one became well, three were at least 
much benefited, in one the symptoms recurred. Both the adults died of 
shock. The results of these cases are, on the whole, favorable, and we are 
warranted in looking forward to much better ones as progress is made in 
surgical technique. 

They sum up the results of their investigation in regard to the operation. 
as follows: 

Contra-indications: (1) General health and general surgical considera¬ 
tions; (2) the presence of tuberculosis in other parts of the body; (3) the 
presence of an abscess connected with the caries which can be otherwise 
evacuated; (4) acute exacerbation of symptoms referable to the cord, and 
not threatening life. 

Indications in favor of an operation are: (1) General good condition and 
favorable surroundings; (a) when the disease is gradually and slowly pro¬ 
gressing to an unfavorable termination; (6) when the patient has more or 
les3 complete loss of motion and sensation in the portions of the body below 
the level of the lesion, and incontinence of urine and feces, and where these 
conditions have lasted for a sufficient length of time to render spontaneous 
recovery improbable, and not so long as to have produced permanent destruc¬ 
tion of all recuperative power in the cord (2) Where acute symptoms 
threatening life appear, and where there is reasonable expectation that they 
may be relieved by the removal of compression. 

Perforating Ulcer of the Foot. 

MM. Tuffier and Chipault, after carefully studying several cases of 
mal perforant, two of which they report, arrive at the following conclusions 
[Archives gbnkrales de Medicine for October, 1889) : 

1. There exists in certain cases, at the earliest period of the disease, an 
arthritis of the articulation immediately adjoining the affected region. 

2. This arthritis may precede the ulceration. 

3. When the malperforant is unilateral, the arthritis may be bilateral and 
may usher in a perforating ulcer of the opposite side. 

4. This articular disease, like the accompanying amestheaia, persists after 
the ulceration has healed. 

5. The two lesions, the ulcer and the arthropathy, are independent of 
each other, but are due to the same cause. 



